MR. LAWS said that during the last four years he had operated on practically all his glaucoma cases by Colonel Herbert's "short-flap" method, and as the period seemed sufficiently long to judge of the permanence of the results, he thought a short summary of them might be worth bringing before the Section.
Referring first to some points in the method of making the short flap, he said that the primary incision in the sclera should not be more than 2 mm. from the edge of the cornea; if made farther away it was not only more difficult to enter the angle of a shallow anterior chamber, but there was the possibility, with a thin sclerotic, of coming unduly near to the ciliary body, and getting a hernia of the latter beneath the flap. For making the vertical cuts which completed the flap he had used, in a number of cases, Mr. Bishop Harman's twin scissors. The pattern which he found most easy to use was made for him by Walb, of Heidelberg; it could now be obtained also from Weiss, of London. But latterly he had been inclined to return to the original method, and make the vertical cuts with the narrow knife on an angled shank; there was then no need to turn down a conjunctival flap, there was no need, as a rule, to do an iridectomy, and probably the edges of the cuts were less damaged than by the scissors. He thought the reduction of traumatism to a minimum an important factor in the success of this, and, indeed, of all glaucoma operations. It was with the same end in view that he abstained from the use of any antiseptic to the conjunctiva before a glaucoma operation.
He next discussed the operation on the basis of his cases, first, as to its safety; secondly, as to its efficiency.
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In 140 operations he had met with three cases of intra-ocular hsemorrhage at the time of operation. Two of these were in eyes long blind from glaucoma, one of them being a case of buphthalmos; in the third case, an eye with vision of {6, duration of the disease two years, the haemorrhage, or perhaps acute subretinal cedema, was subsequently absorbed and the eye recovered, with normal tension and vision of c1. These were the only accidents, due to the operation, which occurred in the series of cases.
As to the efficiency of the operation, he had been able to bring up to date and test with the tonometer two-thirds of the total cases; of these sixteen were failures, in the sense that the tension was not completely normal. One of these was a very early case, in which he recognized that he had not done enough, but the patient, after keeping apparently well for five months, disappeared, and it was only some years later that he found the tension had returned. Another failure was a case of thrombotic retinitis, and in three others the glaucoma was most probably due to this cause. In a very plethoric and gouty patient the bleeding was so profuse and persistent that he could not be sure that he completed the flap; tension had returned in this case. Another failure was in a case of plastic irido-cyclitis with raised tension; and in another the glaucoma was secondary to cataract extraction and needling of capsule, and there was probably vitreous in the anterior chamber.
In order to test the operation he had done it in almost all cases without selection. He should not continue to do this, for he did not believe that this operation, or any operation, would be found suitable for all cases of glaucoma indiscriminately. For old-standing cases, and particularly for those in which the angle of the anterior chamber was much shallowed, the best method was probably the open wedge or sclerectomy ab externo. But for cases of early, or fairly early, glaucoma he considered that the short flap came nearer to the ideal than any other operation that had been suggested.
